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ABSTRACT
Recent events bought to the forefront the need to address structural racism in the US,
specifically within the institution of healthcare. Organizations such as the American Public
Health Association (APHA, 2021), American Medical Association (AMA) (O’Reilly, 2020),
Center for Disease Control and Prevention (CDC) (Walensky, 2021) recognize racism as a
fundamental driver of persistent health disparities in minority populations. Additionally,
healthcare accreditation organizations such as National Council on Quality Assurance (NCQA,
2022) launched initiatives that strategically work to achieve health equity. More so,
organizations across healthcare are creating roles such as Chief Health Equity Officer or Chief
Diversity Officer to spearhead the internal work of addressing racism within healthcare.
However, this work is slow-moving and disjointed. There is limited research on structural
racism in healthcare, and there is not currently a widely accepted definition of the concept. It is
often used interchangeably with closely related concepts of systemic institutional racism.
Measurements of structural racism are in their infancy. This project posits that before we can
research and measure the impact of structural racism in healthcare, we must have a shared
understanding of the concept. This qualitative research project interviewed nine experts in the
field of healthcare to develop a shared definition of structural racism, understand how it impacts
healthcare, and gather recommendations for future work. Structural racism is a complex
phenomenon that seeped into every US institution. Achieving health equity requires decisionmakers with adequate resources to increase access to care and educate our healthcare workforce.
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CHAPTER 1 INTRODUCTION
The United States (US) is amid a reckoning, and it must deal with its sordid past. The
Black Lives Matter! Movement, anger associated with the death of George Floyd, and health
disparities during Covid-19 highlight that the US continues to struggle when addressing issues
related to race (Ona et al., 2020). This manifestation is a driving force behind efforts from
organizations such as the American Public Health Association (APHA, 2021), the American
Medical Association (AMA) (O’Reilly, 2020), Center for Disease Control and Prevention (CDC)
(Walensky, 2021) to recognize racism as a fundamental driver of persistent health disparities in
minority populations. Specifically, the AMA adopted new policies that recognize structural
racism is present throughout research and healthcare delivery and continues to cause harm to
marginalized communities (O’Reilly, 2020). The APHA drafted letters to Congress, and the
President denoting racism as a public health concern and developed new educational
opportunities (APHA, 2021). Lastly, the CDC developed a web portal to increase transparency
on its activities to improve discourse on how racism negatively affects marginalized
communities (CDC, 2021). The work of addressing racism in healthcare is newly invigorated
and primed for new research.
There are connections between race and the health outcomes of people of color (Nelson,
2002). If racism affects the lives of people of color, then it is reasonable to believe that race is a
factor in the existence of health inequities (Gee & Ford, 2011). For example, there are higher
rates of disease and death for historically marginalized groups, such as people of color, even
after controlling for socioeconomic status (Williams et al., 2019). There are several traditionally
marginalized groups in the US; this paper focuses on the experiences of people of color.
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Furthermore, there is evidence of a disparity in the prevalence of hypertension among Black
Americans compared to White Americans (Brondolo et al., 2011). More recently, the
Coronavirus Disease 2019 pandemic highlights connections between the effects of racism on
health inequities. According to the CDC, the risk of exposure, severe illness, and death from
Covid-19 is higher among people of color (CDC, 2021). Research proves that there is a
connection between racism and health inequities unequivocally.
To date, much of the extant research focuses on interpersonal and intrapersonal levels of
racism associated with racial inequities. Interpersonal racism could manifest through a lack of
respect between individuals. More specifically, the failure to communicate options to patients
with cardiovascular problems could be viewed as interpersonal racism in the healthcare (Jones,
2000). Intrapersonal racism occurs when a person does not believe in those who look like them,
accepts their limitations, and exhibits self-devaluation and resignation (Jones, 2000). For
example, a study found that obesity prevalence was higher among black individuals who thought
about race more than once per day (Powell et al., 2016). Although most of the literature focuses
on these two levels of racism, recent research asserts that racism exists at multiple levels. Each of
these levels affects the health and well-being of an individual (Gee & Ford, 2011). A wellknown analogy using an iceberg depicts the various levels of racism (Gee & Ford, 2011). At the
top of the iceberg are the most overt types of racism, and with each level down, the acts of
racism become more covert; structural racism resides at the bottom of the iceberg (Gee & Ford,
2015).
However, another option for viewing the impact of differing levels of racism on health
disparities is the National Institute on Minority Health and Disparities framework created during
a science visioning process in 2015(Alvidrez et al., 2019). This framework is helpful because it
recognizes that health outcomes can span multiple levels, similar to racism. Secondly, the
8

framework conceptualizes the impact of these levels across several domains of influence. These
domains include biological, behavioral, physical/built, sociocultural, and healthcare system
(Alvidrez et al., 2019). Lastly, it recognizes the importance of these interactions across the entire
lifespan(Alvidrez et al., 2019). There is an opportunity to adapt this framework to depict the
multiple levels of racism and their interactions with various domains across a person’s lifespan.
This adaptation requires combining the existing community and societal levels into a new
column called institutional racism and structural racism as a level. This framework is helpful
because it is widely accepted and depicts a complex topic. Furthermore, it conceptualizes how
similar levels of influence interact with various domains.
Most of the available healthcare research focuses on the tip of the iceberg where racism is
easier to "see" and has a more commonly agreed-upon definition. These two reasons have led to
a vast amount of research on the interpersonal and intrapersonal levels of racism in healthcare.
Zinzi Bailey, a social epidemiologist and professor at the University of Miami used a Web of
Science search in September 2016 to depict the lack of research on racism in health. The article
states that over 47000 articles utilize "race" with health-related terms like medicine, disease, or
public health (Bailey et al., 2017). When the word "race" was replaced with "racial
discrimination," only 2061 articles populated, and when using "structural or systematic racism,”
195 articles were identified (Bailey et al., 2017). Researchers have begun to focus on the impact
of structural racism on health inequities rather than merely demonstrating that racial disparities
are prevalent in healthcare, medicine, outcomes (Royse et al. 2020). In a general query in
PubMed in September 2021 on “structural racism,” less than 500 hits had “structural racism” in
the title or abstract and within the last ten years. There continues to be a lack of academic
research on structural racism.
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As demonstrated above, an essential part of racism -- structural racism -- is missing from
this scholarly healthcare research. Currently, there are several different definitions of structural
racism. Powel (2008) described structural racism as the systems that work together and heighten
inequities among racially marginalized groups. Bailey (2017) uses the definition of structural
racism as “all of how a society ingrains discrimination in its interconnected systems. (PG1455)”
Feagin and Bennefield (2013) simply said structural racism is less overt. Another definition
often cited comes from Dr. Camara Jones, who states that structural racism is “codified into our
institutions, practices, and laws (Jones, 2000).” This definition is important because it is one of
the first conceptualizations of structural racism within healthcare. Common across these
definitions is a lack of specificity that limits the researcher's capacity to measure "structural
racism" and quantify how it contributes to racial health disparities.
Only recently have researchers begun to focus on the impact of structural racism on
health inequities rather than merely demonstrating that racial disparities are prevalent in
healthcare and medicine (Royse et al., 2020). The lack of consensus about what structural racism
is and how it is measured is directly related to the limited literature. This current project seeks to
push the field forward to improve current definitions of structural racism and conceptualize its
domains relevant to healthcare.
Also, even though definitions for structural racism are similar, no one purpose is
officially accepted for use in healthcare. Without a clear explanation of structural racism, it is
nearly impossible to describe its domains which unintentionally produces research that lacks
uniformity on the parts that impact health outcomes. For example, Feagin and Bennefield’s
(2013) systemic racism theory described structural racism dimensions to include racial hierarchy,
white racial framing, individual discrimination, and racist institutions. However, Gee and Ford
(2011) focus on social segregation, immigration policy, and intergenerational effects. These are
10

two different perspectives, with one focusing more on the acts of structural racism (Feagin &
Bennefield, 2013) and the other on the covert mechanisms of policies and structures (Gee and
Ford, 2011).
Without a consensus around the definition of structural racism and its dimensions, there
is the possibility that our research does not measure or address the “true” mechanisms that
contribute to poor health outcomes for people of color. Furthermore, without a clear
understanding of the definition of structural racism, we continue to limit our training efforts for
healthcare professionals. Health professionals who lack training on structural racism are
unprepared to work constructively with diverse communities or advocate to address issues
worsened by racism (Ona et al., 2020)
Therefore, given these gaps in the literature and practice, the current project utilizes a
qualitative research methodology to (1) identify a standard, agreed-upon definition of structural
racism from subject matter experts and (2) delineate its impactful on healthcare. Once the
concept (and reality) of structural racism is appropriately defined, understanding can and should
increase so that researchers can adequately measure and document structural racism’s
contributions to health inequities. We can finally educate healthcare professionals on its
implications for individuals' population-level wellbeing.
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CHAPTER 2 LITERATURE REVIEW
As healthcare professionals, it is imperative to have consistent definitions of structural racism
and its connection to health to accomplish health equity (Hardeman et al., 2016). A literature
review highlights the lack of research on structural racism, its domains, and measurement. This
gap in research provides an opportunity to define structural racism and its parts to push forward
research on addressing health disparities to one day achieve health equity. To better understand
the gap in the research literature concerning structural racism, the author conducted a review of
the literature. The methodology for articles included in the literature review is PubMed search,
articles published between 2011-2021, and research focused on adults aged 19+ years old. We
conducted three distinct searches. The first search terms included “structural racism” and
“institutional racism” in the title and abstract. We had structural and institutional racism as
search terms because these terms are often used interchangeably. We excluded commentary,
perspectives, and opinion pieces. Our original search only populated 93 articles. The second used
the same parameters but the search term “intrapersonal racism” and “internalized racism” in the
title and abstract. This search provided 14 journal articles. The third search term is
“interpersonal racism in the title/abstract," which provided the most journal articles, 171.
Additionally, reports on cardiovascular health, stress-related depression/anxiety, and obesity
were prioritized as there exists research on all levels of racism for these health outcomes.
The National Institute on Minority Health and Health Disparities Research Framework is
a tool to visualize both levels of influence and domains of the impact of health disparities across
a human’s lifespan. The framework has four influence levels: individual, interpersonal,
community, and societal on the x-axis (Alvidrez et al., 2019). Along the y-axis are the domains
of influence biological, behavioral, physical/built, sociocultural, and the health care system
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(Alvidrez et al., 2019). The levels of force interact with the domains of power to create 20
different potential interactions that can lead to disparities in health outcomes across the lifespan
(Alvidrez et al., 2019). The framework provides a logical starting point to conceptualize the
potential interactions between the levels of influence and domains of power for health disparities.
However, the framework has a gap in providing clarity around the levels of force about racism.
We must understand all four levels of racism to determine its impact on health disparities.
Levels of Racism
According to Lukachko (2014), racism is a tool those in power use to maintain privilege
and control resources. The concept of racism increases in complexity when we realize that there
are multiple ways racism can affect the population's health (Williams et al., 2019). Racism
presents at the interpersonal, intrapersonal (internalized), institutional, and structural levels.
Interpersonal Racism
A vast majority of research focuses on racism at the interpersonal level. Interpersonal
racism is perceived and actual discriminatory acts between individuals (Paradies et al., 2014).
This level is what most people think of as racism.
One method for measuring the interpersonal level of racism is perceived discrimination
(O'Brien et al., 2020). Research that uses perceived discrimination asks respondents directly
about instances of discrimination and various life domains (Lukachko et al., 2014). Researchers
capture documentation of perceived discrimination through self-report surveys that assess
ethnicity-related maltreatment (Brondolo et al., 2011). Additionally, a systematic review of the
literature notated the following commonly used scales for interpersonal racism, including
Schedule of Racist Events, Experiences of Discrimination, Perceived Racism Scale, Everyday
Discrimination Scale, and Perceived Ethnic Discrimination Questionnaire (Paradies et al., 2015).
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The creation of these tools is outside of the literature review specifications; however, they are
within articles that meet the parameters.
In particular, in research on hypertension, perceived discrimination is thought to be a
stressful life event that causes an emotional stressor that impacts the blood pressure (Dolezsar et
al., 2014). This knowledge contributed to Healthy People 2020 identifying racial disparities in
hypertension as a public health issue because Black women tend to have a higher prevalence of
hypertension than Hispanic, White, and Asian women (Moody et al., 2019). There is an
abundance of research on the interpersonal level of racism and its impact on health disparities.
Intrapersonal Racism
The next level of racism is intrapersonal, which Brondolo (2011) defines as internalized
racism of marginalized racial groups, including negative societal beliefs and stereotypes. It
includes incorporating racist attitudes and beliefs into one's worldview (Paradies et al., 2015).
Two tools used to measure intrapersonal racism include Internalized Racial Oppression
Scale (IROS) and the Implicit Association Test. The use of the IROS is still in its infancy. A
recent study conducted an initial validation of the scale (Bailey, T.M., 2011). IROS is a 28question self-measurement scale using a Likert scale. Questions such as “most Black people are
on welfare” and "it is okay to use beauty products to lighten this skin" are on the scale (Willis et
al., 2021). The scale intends to measure how people of color internalize racial oppression
(Bailey, T.M., 2011). Other research use measures from cognitive psychology, like Harvard
Implicit Association Test (Brondolo et al., 2011). The Implicit Association Test tool uses racial
identity frameworks to depict that racial self-concepts impact negative experiences interpreted as
racially motivated. (Chae et al., 2012).
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Existing research utilizes scales such as these to demonstrate links between intrapersonal
racism and psychological distress for people of color (Willis et al., 2021). In a recent study,
researchers found a link between past discriminatory experiences and anxiety symptoms
(Graham et al., 2016). Nevertheless, another study found a positive association between
depression symptoms and internalized racism in black people (Mouzon & McLean, 2017). The
majority of the literature found on internalized racism focuses on anxiety, depression, and the
role of stress in health outcomes.
Institutional Racism.
The third level of racism often used interchangeably with structural racism is institutional
racism. It is essential to note that this paper does not use institutional and structural racism
interchangeably. In the literature, institutional racism is the discriminatory acts embedded into
organizations' policies, norms, and institutional practices that provide an advantage to racial
groups deemed superior (Bailey et al., 2017; Mendez et al., 2011; Williams et al., 2019).
Structural racism, however, is the totality of ways in which institutional practices, policies, or
laws interact with each other and embed into the system, creating a covert advantage to a racial
group (Bailey et al., 2021). More simply put, a single discriminatory policy or process is an
example of institutional racism. Structural racism is the totality of the discriminatory policies
that interact and reinforce each other in society. In the NIMHD framework, the community and
societal levels of influence closely resemble institutional racism. For example, it includes local
structural discrimination and societal structural racism(Alvidrez et al., 2019). It is essential to
point out that institutional racism occurs at the local, state, regional, and national levels. An
adapted version of this framework might combine these four levels.
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Studies on institutional racism and methods of measurement are limited. Using search
parameters of the last ten years, journal articles, adults, and the critical word "institutional
racism," PubMed only found 33 articles. A study of interpersonal discrimination also reviewed
institutional racism, which found that higher institutional racism scores were associated with
higher BMI and depression(Lu et al., 2019). In this study, the authors used three questions from
the Everyday Discrimination Scale to ascertain institutional racism. These questions included
whether the participant was ever "mistreated due to your race" on the job, in housing, and by the
police (Lu et al., 2019).
Structural Racism
As previously stated, this paper considers institutional and structural racism to be two
separate terms that are closely related. Institutional racism is the policies, processes, and
practices that provide an advantage to one racial group. Whereas structural racism is the
phenomenon that occurs when these institutional practices interact and create a more covert
system of racism. Research on how structural racism affects health is limiting due to the lack of
a widely accepted definition. However, a search using "structural racism," "institutionalized
racism," or "systemic racism," all closely related terms (PubMed, October 2021) found only 112
journal articles in the last ten years with a focus on adults 19 and older. One study conducted an
integrative review of nursing literature on institutionalized racism. In this review, the authors
identified less than 30 articles on institutionalized racism (Thurman, Johnson, Sumpter 2019).
The lack of original research on structural racism in healthcare is a definite opportunity.
Health disparities are not primarily because of some inherent difference in people of color
but rather the structural mechanism throughout society (Feagin & Bennefield, 2014). At a
minimum, it is a complex concept impeding the continuation of research to move us toward
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health equity. At most, it is the driving factor of the health disparities in the US. Existing
research says there is no official definition of structural racism or the related concept of
institutional racism (Bailey et al., 2021).
Currently, there are several different but closely related definitions of structural racism. One
of the most cited definitions states that structural racism is "the totality of ways in which society
fosters racial discrimination through mutually reinforcing systems of housing, education,
employment, earnings, benefits, credit, media, healthcare, and criminal justice” (Bailey et al.,
2017). Additional definitions of structural racism include
•

A characteristic of structural racism is that its structure and ideology can persist
in governmental and institutional policies in the absence of individual actors
who are explicitly racially prejudiced (Bailey et al., 2017)

•

Structural racism expands upon institutional racism to include how those
organizations' interactions cause racialized outcomes (O'Brien et al., 2020).

•

Structural racism is a construct that involves interacting with discriminatory
practices in multiple domains. These can include house, education, health,
criminal justice, and employment (Dougherty et al., 2020).

Structural Racism Domains and Measurement
To address health disparities, it is imperative to not only define structural racism but also
conceptualize its domains and pay close attention to the measurement of its effect on said health
disparities (Williams et al., 2019). Recent research uses a variety of indicators to measure
structural racism. An example is a recent study’s objective to connect structural racism and
myocardial infarction. The measures used as indicators include political participation,
employment, job status, and educational attainment (Lukachko et al., 2014). In yet another

17

article, researchers identified housing, labor, credit markets, education, criminal justice,
economics, and healthcare systems (Williams et al., 2019). Other research used “features of
place” such as residential segregation, policy context, local political economy, incarceration, and
police killings as domains of structural racism (O'Brien et al., 2020). The existing literature
highlights no consensus on the various domains of structural racism that impact health
disparities. However, they all share the same features: multiple institutions, historical grounding,
and racist ideology (Bailey et al., 2021).
Over and over again, the literature demonstrates a need to conceptualize the structural
domains of the racism (Krieger, 2012). Understandably because there is no consensus on the
domains of structural racism, there is no consensus on how to measure the impact of structural
racism on health. Several articles call for tools to measure structural racism (Krieger, 2012;
Shavers et al., 2012). One article found three reasons why structural measures of racism lack in
research. Those include the continued focus on individual-level racism, lack of development of
measures that accurately depict this level of racism, and the mere fact that structural racism is
more overt, which makes it especially difficult to identify measures that will capture sufficient
variation in health disparities (Lukachko et al., 2014). Our research findings are only as good as
the available measurement tools (Shavers et al., 2012).
Structural Racism Measurements
Two tools currently found in the literature used for measuring structural racism are the
(1) Racial Opportunity Gap and (2) Index of Concentrations at the Extremes (ICE). A PubMed
and Cumulative Index to Nursing and Allied Health Literature (CINAHL) search found these
tools to be used less than ten times in the last ten years and with people under the age of 19.

18

The Racial Opportunity Gap looks at differences in the adult earnings of black and white
children born to families at the same income level. It measures the differences in income
percentile ranking among children who start at the same place in the national income distribution
(O'Brien et al., 2020). The second measurement tool is the Index of Concentration at the
Extremes (ICE), used slightly more than the Racial Opportunity Gap measure. Unfortunately,
this tool has several limitations, including the following usage in only one recent cohort, and it
does not measure all the ways structural racism can impact an individual (O'Brien et al., 2020).
The author explores additional research on conceptualizing frameworks that can describe and
measure structural racism(O'Brien et al., 2020).
The second tool (ICE) is a race-plus income measure that captures structural racism at the
zip code level (Chambers et al., 2019). The tools purport to reveal how a zip code's residents
concentrate into groups at the extremes of deprivation and privilege (Krieger et al., 2016). It
provides a value between -1 and 1, with -1 encompassing the most disadvantaged group (Krieger
et al., 2016).
A gap in the current literature depicts the need for a shared understanding of structural
racism, its domains, and measures (Krieger, 2012). An article provided five different calls to
action on addressing structural racism amid Covid-19(Johnson-Agbakwu et al., 2020). These
include adequate training, capacity building, community-based research, validated measurement
tools, and advocacy (Johnson-Agbakwu et al., 2020). These actions require a shared accepted
definition of structural racism and conceptualization of its domains related to healthcare. This
shared definition will allow us to address the fundamental causes of health disparities;
interventions and research on the surface only cause rise to new, even more covert mechanisms
to maintain the status quo (Williams et al., 2019). This project is an effort to push our capabilities
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forward in accurately researching the impact of structural racism on health disparities to continue
the march towards health equity. Specifically, the project aims to develop a shared understanding
and acceptance of the definition of structural racism and identification of its domains.
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CHAPTER 3 METHODOLOGY AND METHODS
The primary question for this research project is to enhance the current definitions of
structural racism and determine its influence on healthcare and healthcare organizations. This
project utilized a qualitative research design to determine a definition of structural racism in
healthcare. The qualitative research design allows researchers to come to a shared understanding
of structural racism in healthcare, especially when there is limited research and analysis available
(Vaismoradi et al., 2013).
Institutional Review Board
The Medical University of South Carolina Institutional Review Board (IRB) determined
this study was a quality improvement (QI)/program evaluation, not human subjects research, in
December 2021. Thus, the project was not subject to further IRB review or approval.
Development of the Interview Guide
Interview guides are an appropriate tool to help guide semi-structured interviews. The
primary researcher developed the interview guide. It has four sections, including participants’
background/education, structural and institutional racism definitions, National Institute on
Minority Health and Disparities framework, and recommendations for healthcare organizations
to address racism? The research team reviewed the draft interview guide and provided feedback
before conducting interviews.

Additionally, an expert in qualitative research and healthcare

administration reviewed the draft interview guide and offered professional advice to enhance the
guide. A copy of the interview guide is included in the appendix section of this manuscript.
Participants
the research team conducted interviews with subject matter experts (SME). Subject
matter experts include individuals in clinical, academia/research, and administrative health roles
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with an in-depth understanding of healthcare disparities in marginalized communities. The
inclusion of three distinct sets of roles within healthcare may increase the generalizability of the
research project due to its small sample size. The inclusion criteria we used for each position is
listed below:
•

Clinical providers with an advanced clinical degree (i.e., MSN, NP, MD) with ten
years beyond their advanced degree.

•

Researchers with doctoral degrees focus on racially minoritized populations, with
a minimum of 10 peer-reviewed publications in first or last authorship placement.
The individual must be ten years beyond their terminal degree.

•

Healthcare administrators with an advanced degree (masters or doctoral level) and
currently employed in a senior leadership role (Director level and above) of a
healthcare organization with ten years in healthcare.

Recruitment
Identification of the initial participants took place between November and December
2021, and interviews occurred in January 2022. Additionally, the research team used a
convenience sampling method that included snowball sampling to increase participant access to
the project. Convenience sampling occurs when participants are selected because they are
available (Fink, 2015). One type of convenience sampling is the snowball method. In the
snowball method, a referral approach is utilized to identify participants who match specific
characteristics within the referral’s network (Valerio et al., 2016). This method is helpful when
working to engage or identify hard-to-reach populations.
The doctoral committee identified 12 potential participants. These participants were
contacted via email and LinkedIn. They were provided with a brief description of the doctoral
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project and provided a link to the National Institute on Minority Health and Disparities
Framework (Alvidrez et al., 2019). The primary researcher provided each participant with a link
to book a one-hour Google Meet session with the researcher. The primary researcher shared
study eligibility criteria with the interviewee and asked for potential referrals. This continued
until we met our threshold of 8-10 participants.
Data Collection
Semi-structured interviews occurred via Google Meet and were recorded during January
2022. A semi-structured interview is guided and allows the researcher to ask probing and
follow-up questions (Grossoehme, 2014). At the beginning of the interview, the primary
researcher (1) described the nature of the study, (2) verified the interviewee’s name and role, (3)
stated that the interviewee’s name will not be linked to any publications or presentations, and (4)
requested permission to audio and video record for data collection and transcription purposes..
The Google Meet Recording was saved to the researcher’s hard drive after each interview. After
all the interviews, the researcher used Rev.com1 for transcription. Rev.com provides both
computer transcription and human transcription. This project utilized human transcription to
improve the accuracy of the discussions. The transcripts were then supplied to a second coder
via email.
Data Analysis
The authors used a content analysis that includes a hybrid model with an inductive and
deductive approach. The project approach is primarily inductive due to the lack of research on
this phenomenon. However, because the NIMHD framework serves as an aide for the project,
some aspects of deductive reasoning were utilized. Structural racism is a complex, sensitive topic

1

https://www.rev.com/transcription
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with limited healthcare research. A content analysis approach allows the researchers to explore
the acute phenomenon where not much is known about the topic (Vaismoradi et al., 2013).
Furthermore, content analysis is a proper mechanism when the research is designed to find the
meaning, consequences, and context of a field (Elo & Kyngas, 2008). Content analysis
proceeded through three stages that include preparation, organizing, and reporting (Vaismoradi
et al., 2013).
In stage one, the researchers obtained the complete transcription and read it several times
to understand the data. The researchers focused on 2-3 interviews during the month of February.
In stage two, the researchers used open coding, where they compared and contrasted interview
responses (Elo & Kyngas, 2008). The primary researcher and chair of the research committee
completed the coding individually. Each week the two researchers coded two interviews. After
coding the interviews separately, the coders met virtually to compare codes and develop a
consensus. By the fourth interview, the researcher created a draft codebook. The codebook was
also reviewed during the weekly meeting, and a set of codes was finalized. The two researchers
collaboratively examined the data weekly to ensure the codes were appropriately applied. After
the sixth interview, the researchers sent the draft codebook to two additional committee members
for feedback and then finalized the codebook.
In addition to manually coding the interviews, the primary researcher uploaded all the
data into Dedoose software2. The data was uploaded to Dedoose including the finalized
codebook and all human transcribed documents. The primary researcher applied the codes to the
paper. Dedoose was used to substantiate the findings further and added? quantitative data level

2

https://www.dedoose.com/
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examples of the quantitative data are the number of codes used by a participant or the number of
codes used by a particular descriptor.
Next, coders collaboratively refined and divided the codes into categories/groupings.
Concurrently, during this phase, the researchers used a deductive approach with the NIMHD
framework to test its uses on the conceptualization of structural racism and its domains in
healthcare. In combination with the help of Dedoose software, this reasoned approach
strengthens the final analysis of the data.

In the final stage of content analysis reporting, the

research team used the data to visualize the definition of structural racism and its influence on
healthcare.
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CHAPTER 4 RESULTS
The primary researcher conducted nine semi-structured interviews. The semi-structured
interviews provided a set of rich data for the researchers to enhance the understanding of
structural racism in healthcare potentially. Study participants included the following disciplines:
clinical (n=4), administration (n=3), and academia/researchers (n=2).
Figure 1

The nine interviews concluded with a code frequency of over 500 coded excerpts. These
excerpts were coded using the following 19 codes listed below (see Appendix for codebook).
•

Educational and Professional Background

•

Structural Racism Agreement

•

Structural Racism Disagreement

•

Institutional Racism Agreement
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•

Institutional Racism Disagreement

•

Awareness

•

Access – Access to Care, Education, Racial Concordance

•

Resources

•

Healthcare Experience- Patient

•

Healthcare Experience – Professional

•

Action

•

Leadership

•

Barriers

•

Recommendations

•

Data

•

Education/Training

•

Interconnectedness
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The figure below depicts the code frequency from all nine transcripts based on the participant
healthcare profession category.
Figure 2
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Dedoose also allowed us to find the number of codes per participant. This information is
depicted in
Figure 3

By analyzing the codes from the collection of interviews, the researchers were then able
to recognize groupings of codes into three major themes: decision-making (resource and
leadership), access to healthcare services, and education/training of healthcare professionals.
The major themes of the interviews and the definition of structural racism are presented in the
discussion.
In addition, to the significant themes to guide the development of a shared definition for
structural racism, the researcher could visualize structural racism and its relationship to
institutional racism.
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CHAPTER 5 DISCUSSION
Structural racism is a complex phenomenon that is incorporated into the very foundation
of our society. This is not surprising to most communities of color and, after recent events, not
surprising to the general population. We cannot allow its complexity to act as an insurmountable
barrier. Addressing structural racism is paramount to achieving health equity. Structural racism
is nothing more than policies, processes, protocols, and actions perpetuating their personal
effects across multiple institutions. If we coral around a shared understanding of structural
racism, we can begin to accurately measure the phenomenon, build awareness through training,
increase access to care, and ensure the appropriate decision-makers are in place.
Shared Understanding of Structural and Institutional Racism
We began this research project focused on understanding the definition of structural
racism. Through our literature review, we can locate several different reports of structural
racism. We often came back to two words. One of the first definitions of structural racism
depicts it as codified into our been codified custom, practice, and law (Jones, 2000). This version
of the definition is found in a popular famous allegory called, The Gardner’s Tale (Jones, 2000).
The second definition explicitly calls out the complexity of structural racism due to its
overlapping systems (Bailey et al., 2017). This is similar to what we heard in our interviews.
Participants often talked about the interconnectedness of practices under structural racism. For
example, one participant explained the insidious aspect of structural racism:
“…structural racism is all of the policies. It's the lawmaking, the gerrymandering, and the
red districting. It's the food deserts. It encompasses is everything. And is why, um, I think
it is so hard to define accurately because how can you exclude one thing?”
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Although this project focuses on healthcare, our research clarified that this is not just a healthcare
issue. It is an issue for every US institution because it is in every policy, process, workflow,
evaluation, etc. One participant stated,
“Because at the end of the day, I'll bet if you went back, there's a policy that goes back to
the racism that defines why this is why it currently is this way.”
Many of our participants felt as though structural racism is both covert and overt. For example,
one participant stated,
“There were policies when I think about in the housing community, it's not been that long
since the '50s and '60s in my parents' lifetime, that there were things like restrictive
covenants in neighborhoods, where no Jews were allowed in this neighborhood, no
blacks allowed here.”
This is an overt example of structural racism. Structural racism can also be insidious or covert as
reflected by one of our interviewees in the following statement
“organization may say, we're gonna do an internal promotion, so we're gonna promote
from within, right. But what they're going to do is if you have a very homogeneous work
environment, when you're promoting from within the likelihood of you getting
something, you know, from a racial perspective is gonna be very minimum.”
It cannot be overlooked that structural racism has both characteristics of overt and covert actions.
However, after the recent events in the US, we cannot afford to fain unaware of the impact of
structural racism in healthcare. Based on coded transcripts, our shared definition of structural
racism is:
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The overt and covert actions (policies, processes, workflows, procedures) that interact
with each other across multiple connected institutions perpetuate the discriminatory
injustices of a marginalized group of people, specifically people of color.
Another concept we reviewed within this quality improvement project is institutional
racism. Although structural racism/systemic racism and institutional racism are sometimes used
interchangeably, our interviews support the notion that these are two separate concepts. One
participant stated,
“Institutional racism to me makes me think of only one institution at a time…it makes me
think of like banking and discriminatory lending practices, just wholly contained within
financial institutions, but it systemic racism to me, offers us a, to think about the
overwhelming, um, number of factors that can all work together to impede progress.”
While different concepts are closely related and rely upon each other to perpetuate this racism
within the United States, institutional racism represents a single institution's discriminatory acts
(overt and covert). In contrast, structural racism is the collective effect of multiple interactions
among several institutions. Our interviews did not lead to amendments to the existing definition
provided to our participants. Institutional racism is the discriminatory acts embedded into
organizations' policies, norms, and institutional practices that give an advantage to racial groups
deemed superior (Bailey et al., 2017; Mendez et al., 2011; Williams et al., 2019). We found that
these two concepts, institutional racism, and structural racism, are different and not
interchangeable.
Visualizing Structural Racism
We began this project using the National Institute on Minority Health and Disparities Framework
as a possible guide to visualize structural racism and its impact on healthcare and health
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outcomes. However, participants agreed that the framework provides a simplistic view of
individual, interpersonal, and societal interactions that affect health outcomes. One interviewee
stated
“This is the structure, like if you think of the Greek Parthenon house that has the whole
house, and then it has the pillars, the whole house is the structure. All of those pillars,
that's health, finance, banking, regulatory, legal, all of those pillars are holding up the
structure of racism. So, I don't think you can talk about them in isolation. So how I would
change this framework is that I would put the big institutions, the big systems, I would
reflect them all in one framework.”
What is missing from the visualization is the interconnectedness of institutional racism that
perpetuates and fortifies structural racism in our society. Our new visualization depicts some of
the individual institutions embedded with racism. The arrows between the institutions reflect the
intersectionality of structural racism. A participant reflected on the initial framework and said,
“you know, systemic or structural racism is just very insidious and, it could, it could seep
in pretty much anywhere across this mm-hmm <affirmative> framework. So, you can't,
it, it doesn't like occupy a cell in itself.”
Structural racism then sits in the middle as the hub that reinforces the policies, practices, and
norms deep within our structures. The model is depicted as a circle because the cycle is neverending until all institutions have a multifaceted approach (Figure 4). It is important to note that
there are many institutions and organizations within the US. The ones represented in the model
are not all-inclusive. It’s not possible to create that model because structural racism is
everywhere. Or, as one participant put it,
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“you could call it a system, you can call structure, you can call it an institution. It's the
norm, that's what it is. It's the norm that is based on giving one group an advantage, and
disadvantaging another group, call it whatever you want. It's overt and it's covert. It's
explicit and it's implicit. It's everywhere.”
There are connections between race and the health outcomes of people of color (Nelson, 2002).
That is widely accepted. To get to the root of these disparities and achieve health equity, we
must address structural racism. This means having a shared understanding of structural racism
and using visual depictions such as the one presented here to develop a multi-pronged approach.
Figure 4

Addressing Structural Racism in Healthcare
As we began to review our interviews 3 distinct themes were revealed as mechanisms to address
structural racism in healthcare. These included (1) Access to care, (2) Decision-making, and (3)
Gaps in Education/training.
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Access to care
Addressing structural racism requires access to care, health insurance, resources, including
healthy living environments, treatment, and facilities. Access is the one defining theme that was
heard over and over from our interview participants. Rightfully so, as one article put the
disinvestment in public and private sectors within minority neighborhoods resulted in underresourced facilities, with fewer clinicians, that in turn recruit less credentialed providers, thereby
negatively affecting access to quality care for a community that is in desperate need of such care
(Bailey et al., 2021). This systematic reduction in access leads to higher rates of disease and
death for historically marginalized groups, such as people of color, even after controlling for
socioeconomic status (Williams et al., 2019). One interview said it best,
“…the fact that healthcare is not universal and is not a right. I think that's the biggest
form of systematic or structural racism that has the biggest impact because healthcare
ultimately determines everything else about an individual's life.”
Access to healthcare inadvertently impacts all parts of an individual’s life, including physical,
financial, social, mental, educational, etc. One of the clinical interviewees stated,
“They (health insurance status) affect the ability to walk into a healthcare system and get
the healthcare you think you need. They affect your treatment outcomes because you
affect the number of comorbidities you walk, which will affect how well any treatment
will work. They affect your age at retirement, which many communities of color go out
in disability and not retirement. Yes. That affects your lifetime earning potential. That
affects what you can leave to your children, and that affects their children. Then you're
talking about multi-generational impact structural racism.”
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It is worth noting that participants did register that implementation of the Affordable Care
Act and expansion of Medicaid improved access to care. The percentage of uninsured fell more
in states that had implemented the Medicaid expansion. Specifically, for blacks, it fell by 12.0
percentage points in expansion states and by 9.0 points in non-expansion states (Buchmueller &
Levy, 2020). However, structural racism is embedded in healthcare policy as seen by states not
expanding Medicaid, which primarily hurts communities of color (www.kff.org, 2016).
If the goal is to achieve health equity, access to quality care must be a part of the conversation.
Recommendations from our participants include but are not limited to
•

Access to a diverse workforce with the understanding that race concordance has a
positive impact on health outcomes.

•

Access to facilities within the communities of the population to be served with operating
hours reflective of this community’s job responsibilities

•

Access to affordable health insurance because healthcare is a right (vs. privilege?)

The road to achieving health equity runs through the ability to increase access to care among
marginalized communities.
All Hands-on Deck: Leadership and Resources
The complexity and interconnection of structural racism across multiple institutions
require adequate resources and leadership. Resources go beyond single roles, departments, and
single line items. Leadership is not just one person, in one department. No, structural racism is
baked into the system, and to dig it out, we need positive and influential decision-making. The
work required to move towards health equity is multilayered multidimensional. It requires
ongoing efforts from numerous critical stakeholders because it is a highly complex issue (Nardi
et al., 2020). Addressing structural racism requires having a decisionmaker with the power to
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allocate resources to create and sustain this work a priority. Through its health equity initiative,
the Boston Children’s Hospital learned that addressing structural racism must be a strategic goal
endorsed by the board and senior executive leadership. (Ward et al., 2022)
Why is this important? One of our participants said,
“…galvanize resources. They (decision-makers) can hold people accountable. They have
the right platform for communication and bring people's attention and awareness to this.
So, I don't think this will be effective in any organization unless the board and top
executives make it a priority, make sufficient investment, and are willing to, you know, to
measure it and hold people.”
What does it mean for a decisionmaker to resource initiatives on structural racism adequately? It
means investments of time, money, and people. For example, monetary investments and
punishments are one recommendation. This could look like incentives when healthcare
institutions collect certain data or meet specific benchmarks. Also, on the other end of the
spectrum, it penalizes the same organizations who refuse to incorporate certain practices.
Similar to the way we have structured incentives within the Affordable Care Act.
It is also worth noting that resources go beyond money. It includes workforce
allocations. The work of addressing structural racism and health equity isn’t the job of one Chief
Diversity Officer or even Center of Health Equity. This cannot just be a work of passion, one
person, or one department. It is not just the work of a health equity “champion.” Over and over,
we heard the call for leadership to address this issue. Below are a few excerpts from transcripts
regarding leadership and decision making to address structural racism in institutions:
•

“gotta be someone at a sufficiently high level that they can impact policy.”
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•

“I'm not big on titles, but I do feel like sometimes the title allows you to go into
certain spaces and to then be able to have conversations that maybe you couldn't
have if you didn't have a set title at the end of the day, if there is not through buyin from up top the leaders, then I don't care if you put somebody in a role they
won't be successful.”

•

“Just like you would never have a hospital without a Chief Financial Officer or a
Chief Medical Officer, when it becomes the standard that you have a chief
executive level responsible for making sure you're providing equitable care, that's
when you'll know it's real.”

We recommend the role commonly associated with this work Chief Diversity Officer or Chief
Equity Officer be moved into a more senior leadership role with significant power. This role
must sit directly next to and collaborate with the CEO and report to the Board. The leadership
position must also have the appropriate resources to bring about meaningful change (e.g.,
adequate budget, staff, time, etc.) Doing this shows a commitment to health equity. It provides
the opportunity to yield the decision-making ability to institute a multifaceted approach that
affects every department within an organization.
Even our curriculum is embedded with racism: Education and Training
We’ve spent years teaching about cultural competence and social determinants of health,
and these teachings have not alleviated the impact of racism in healthcare and corrected minority
health disparities (Nardi et al., 2020). This is because cultural competency focuses mainly on
identifying clinician bias and improving communication at moments of clinical encounter. It
does not affect the impact of institutional policies, process, and workflows that reinforces those
bias. One participant explains:
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“because of all those ways in which we teach race and ethnicity in part, the way we teach
it in your training, that just reinforces preexisting biases and almost makes them
legitimate in the way that we practice medicine.”
We must take a new look at training and educating healthcare professionals about structural
racism. Health professionals who lack training on structural racism are unprepared to work
constructively with diverse communities or advocate to address issues worsened by racism (Ona
et al., 2020). Training must include all healthcare professionals and have the following
characteristics:
•

A shared understanding of the terminology used to discuss structural racism

•

Information on the historical context of structural racism in healthcare

•

Examples of the perpetuation of institutional and structural racism in healthcare and how
it impacts health outcomes.

•

Importance of self-reflection and lifelong learning as it relates to racism

We must train all healthcare professionals because structural racism is intertwined
throughout all facets of healthcare. We can better prepare our workforce to look at policies,
processes, and workflows with a health equity lens by teaching all healthcare professionals.
Second, it is imperative that the training raise awareness of the historical context of racism in
healthcare, increase understanding of racism, provide an opportunity for self-reflection and
guidance on how to move forward. This combination of objectives provides a well-rounded
training opportunity that researchers can use to determine the impact on healthcare professionals'
awareness, beliefs, and actions related to structural racism in healthcare.
Limitations
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This qualitative project utilized a small sample size of interview participants; however,
the interviews did reach a point of data saturation. There is limited generalizability. This project
specifically looked to improve the definition of structural racism within healthcare. Lastly, there
is a significant lack of previous research on structural racism in healthcare. This project’s
literature review found less than 100 research articles on the topic. Many were opinion or
editorial pieces. While this dearth of research articles on structural racism’s impact in healthcare
highlights the need for this specific project, it also highlights the need for additional research on
structural racism in healthcare and how its impact is measured.
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Conclusion
Understanding structural racism allows researchers and healthcare professionals
to have a more solid foundation to implement health equity initiatives. Our project set
out to enhance the definition of structural racism in healthcare. We define structural
racism as the overt and covert actions (policies, processes, workflows, etc.) that interact
with each other across multiple connected institutions to perpetuate the discriminatory
injustices of a marginalized group of people, specifically people of color. The
interconnectedness and perpetuation across various institutions make structural racism
insidious. Due to its complexity, a multi-faceted approach is necessary to address
structural racism. Within healthcare, it will take implementing decision-makers at the
highest levels of an organization and providing the essential resources and support for
said decision-makers who will work to increase access to care and educate our healthcare
workforce.
Additional research is necessary to impact structural racism in healthcare. First,
we must begin to research and test various measures of structural racism. Currently,
research is in its infancy using the Racial Opportunity Gap and Index of Concentrations
at the Extremes (ICE). More research is needed to determine if these are the correct
measures for structural racism and how it applies to healthcare. Second, we must
measure the impact of structural racism training on healthcare professionals. Impact can
be measured short term as well as long term. Does training increase awareness and affect
behaviors over time? Lastly, we need increased transparency into the numerous
initiatives launched to address structural racism and health equity and evidence-based
program evaluation of said initiatives.
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The road to addressing structural racism is not an easy one. It is plagued with
obstacles due to its complexity. However, the road to achieving health equity runs right
through structural racism. Which means it is a necessary stop on this journey?
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Appendix A: Email Provided to Participants
The exact email provided to participants is below.
Deann Butler, a doctoral student in the DHA program, is conducting a quality improvement
(QI)project to improve structural racism training for healthcare professionals. This project aims
to develop a shared understanding of the definition of structural racism and its domains. As a
part of this QI project, we are examining (1) the definition of structural racism, (2) the domains
of influence of structural racism, (3) examples of its impact on health outcomes, and (4) a path
forward for healthcare organizations. Our research team would like to understand better your
knowledge of structural racism and its impact on health disparities. Would you be available for a
60-minute interview to participate in this QI project? We want to schedule the discussion at a
time that is most convenient and efficient for you using the Google Meet platform.
Research Question: How do you define structural racism, and what are the domains most
relevant to healthcare?
During our interview, we will reference the National Institute on Minority Health and Health
Disparities Framework as a tool to assist in our discussion. You can find it here.
Please use this link to schedule your interview time.
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Appendix B: Interview Guide
Interview Protocol
Thank you for agreeing to participate in this 60-minute call today. This work falls under the
MUSC Quality Improvement criteria. Your name will not be linked to any disseminated
publications or presentations. Is it all right if we record the interview to ensure we capture
accurate information? (If someone replies that they do not want to be recorded, stop the
recorder, and take written notes during the interview.) (If someone prefers not to be video
recorded, let them know they may do so and continue with the audio recording.)
Today we will be discussing how you define structural racism and its domains as it relates to
healthcare.
I understand that you are [confirm respondent’s name and role].
Demographics/Background Information
1. Please describe your educational background. (e.g., degrees, certifications, etc.)
2. Please describe your professional background.
3. This project focuses on structural racism. Have you done any work in this area, and if so,
provide an example?
4. Any other questions to ease into the conversation?
Definition of Structural Racism and Institutional Racism
1. Generally, structural racism may refer to the phenomenon that occurs when
practices, policies, and norms interact and create a more covert system of racism.
How do you define structural racism?
2. Generally, institutional racism is the discriminatory acts embedded into policies,
norms, etc., providing an advantage to racial groups deemed superior. How do
you define institutional racism?
3. How are these two-phenomenon different?
4. Do you believe them to be the same in any way? Please describe.
Now, we’re going to focus specifically on structural racism, particularly its domains of influence
on health outcomes using the NIMHHD Framework.
Domains of Structural Racism and the Framework
1. What are the different categories of influence for structural racism relevant to
healthcare? For example, the NIMHD framework depicts the healthcare system and
biologicals as categories of impact for health disparities.
2. Provide a general example of how structural racism interacts with the categories to
impact health outcomes. We can use the framework as a guide.
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Examples of the Impact of Structural Racism in Healthcare
1. How might structural racism perpetuate health disparities?
2. How might healthcare organizations address structural racism to impact healthcare
disparities?
3. How might policy address structural racism? Think about it to see if it fits. I’m biased
b/c approach is one of those structural SDOHs that impacts health equity, at least in
my research area.
Before we end this interview, is there any other information you would like to share that may
contribute to this topic area? Just give them a final chance to add any additional details before
ending.
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Appendix C: Final Code Book
EDUCATIONAL and
PROFESSIONAL
BACKGROUND

This educational and
professional background
of the interviewee

STRUCTURAL
RACISM AGREEMENT

Agreement and
disagreement with the
provided definition of
structural racism

STRUCTURAL
RACISM:
DISAGREMENT

DISAGREMENT with
any parts of the
provided definition of
structural racism

INSTITUTIONAL
RACISM:
AGREEMENT

Agreement and
disagreement with the
provided definition of
institutional racism

INSTITUTIONAL
RACISM:
DISAGREMENT

DISAGREMENT with
any parts of the
provided definition of
institutional racism

AWARENESS

The covertness or
overtness of structural
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I went to West Virginia University. I
got an undergrad bachelor's in
psychology and a master's of science
and industrial labor relations also from
West Virginia.
Systemic can be much broader than
that and it can have to do with
everything from policing, to real estate,
and how home values are determined,
or it could have to do with just how
people are treated when they go into a
mall to shop.
because when you use the word
racism, most people are looking at that
and take that personally. It's something
either that I'm experiencing as a person
of color, or a person in some protected
class, or it's something that I'm
intentionally doing to someone else, in
which case that makes me a racist. No
one wants to be a racist and no one
wants to feel like that they're
intentionally harming people based on
their color or ethnicity or something
like that. So just having the word
racism in there is part of what really
sets people off. When I talk about it, I
talk about systemic injustice (wording)
If I think about institutional, I'm
thinking more about an organization, a
corporation or some government
agency. Typically, it's a company of
some form where their policies and
programs are having a certain outcome.
structural racism I think is where the
structures are designed to perpetuate
racism. where, you know,
institutionalized racism to me is the
acceptance of the structure, the
structural racism and the perpetuation
of it.
A lie is outright like, "I'm going to just
totally intentionally not tell you the

ACCESS- ACCESS TO
CARE, EDUCATION,
RACIAL
CONCORDANCE, ETC.

racism from an
individual or
organizational
perspective (intention)
how structural racism
impacts healthcare
through access to
insurance, services,
information, education

RESOURCES

Time, money, people,
etc that address
structural racism in
healthcare or the lack
thereof

HEALTHCARE
EXPERIENCE:
PATIENT

The individual
healthcare experience of
either the patient,
healthcare professional
or student

Healthcare Experience
PROFESSIONAL,

The professional
healthcare experiences
of the interviewees or
peers that demonstrate
aspects of racism
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truth," versus, "I'm not going to
consider the other nuances of it or I'm
not going to say anything
The fact that healthcare is not universal
and is not a right. I think that's the
biggest form of systematic or structural
racism that has the biggest impact
because healthcare ultimately
determines everything else about an
individual's life. That's going to impact
their finances. That's going to impact
their ability to reproduce. It's going to
ultimately, if they don't
So, until you actually invest money,
and time, and until you actually hold
people accountable that are not Black,
until we actually look at every single
system starting with education, right?
So, show me mandatory, in order to get
a medical degree, you have to have
satisfied these core competencies. In
order to fit in residency in order to sit
for your boards, let me see questions is
on the boards, let there be case
vignettes, right?
1.There's already studies that show that
minority populations respond better
and they're more likely to follow the
guidance of healthcare if the healthcare
provider looks like them. So, when we
look about how we deliver healthcare,
one of the biggest gaps that we have is
that there's not enough diversity in the
physician workforce.
When I've had experience working
over hundreds of hospitals, when P
people brought teams together to
determine their criteria, a lot of places
only brought majority cultures to the
table to determine what would be the
criteria used for the distribution of that
scarce resource. So, on the surface,
everybody's going to go, wow, this is
neutral.

ACTION

Policy, Process,
Program, Law these are
all actions or inactions
that an organization,
institution makes that
impact structural racism

LEADERSHIP

Decisionmakers, those
with power to
implement actions

BARRIERS

Barriers that exist to
addressing structural
racism in healthcare
RECOMMENDATIONS: Statements that include
advice on how to
address structural
racism in healthcare

DATA:

How do you measure
structural racism

Education/Training

Speaks to gaps or
experiences in
education/training for
healthcare professionals
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And equity comes when we change our
policies and therein lies the power,
right. To do policy change. So, let's
look at who makes the policies, mostly
old white men. you know, everywhere
we look and who are these old white
men, these are the people who
perpetuate, you know, these cycles that
we have. So, um, it's important for
black and brown people to be
politically involved, to be advocates,
Well, the good news at Stanford is that
this has everyone's attention. So, the
board of directors has made it a
priority, therefore the top executives
have made it a priority
I think it's really a function of people's
bandwidth.
it transparent so that people can see
where the organization is going. Uh,
giving periodic updates, allowing the
community to be partners. I think that's
really important, but it's all
underpinned by making sure the
leadership team is diverse.
Make the commitment. I'm part of this
health evolutions health equity group,
and we crafted and released this
pledge, which Eleanor took is called
the REaLS pledge; Race, Ethnicity, and
Language and Sexuality. And it says
every major metric we have for our
company, we will cut by race,
ethnicity, language and sexuality, look
for disparities.
second contextual factor is the way that
medicine is taught. So, I am a product
of the institution of medicine, of how
we teach medicine, and how we think
about race in medicine. And a lot of us
think that race is a biologic concept.
And that it’s important to factor in race
when calculating the risk for
cardiovascular disease, for kidney
disease.230

Interconnectedness

Big View, complex,
multiple parts
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Systemic can be much broader than
that and it can have to do with
everything from policing, to real estate,
and how home values are determined,
or it could have to do with just how
people are treated when they go into a
mall to shop.

